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short and long-term memory problems and
moderately impaired decision-making skills and
was totally dependent on staff for all activities of
daily living.

Review of a facility abuse investigation report
dated April 8, 2010, documented by CNA #1
revealed, "At 3:00 am (a.m.) the call light to
(resident #1's) room went off...went to answer call
light where | saw (resident #1) standing over
(resident #2) with a blue water pitcher...told
(resident #1) to put the water pitcher down and to
leave (resident #2) alone. (Resident #1) put the
pitcher down and layed (laid) down...about 5 to 6
minutes later the call light went off again. (CNA
#2) went to answer the call light...could hear
(resident #1) yelling at (resident #2) telling...to
shut up. At about 3:15 we was in the hall and we
could hear (resident #1) yelling. We (CNA #1 and
#2) went into the room where we removed
(resident #1)...(resident #1) walking all over the
room screaming that (resident #2) was talking to
(too) loud...stayed in the hall till (until) about 4:15
a.m....heard noise coming from the room...went
down there...health (resident #1) hitting stuff on
the table...saw (resident #1 standing over
(resident #2) with a Ensure can.. told (resident
#1) to put it down...slammed it on the table...kept
saying...was not going to hit (resident #2) with the
can...put (resident #1) back in...wheelchair
where...stayed in the hallway until about 6:00
am.."

Medical record review of a nurse's note by the
Registered Nurse (RN #1) Supervisor (undated)
revealed, "...reported to me...(resident #1) had
been hitting on...roommate (resident #2)...went to
room...seen redish (red) areas to the left forearm
(of resident #2).

(Administrator, Director of Nursing,
Medical Director, Assistant Director
of Nursing, Social Services Director,
Business Office Manager, Activities
Director, Dietary Manager,
Environmental Manager, and
Maintenance Director.) QA
Committee will make
recommendations to improve the
understanding and implementation
the abuse/neglect policy and
determine when compliance has
been met,
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Interview on July 20, 2010, at 10:30 a.m., in the
classroom, with the RN Supervisor (#1) confirmed
RN #1 assessed resident #2 at 7:00 a.m., on April
8, 2010, and observed reddened areas to the left
forearm.

Review of the facility's abuse policies and
procedures in place on April 8, 2010, revealed,
"...If the abuser is another resident, remove
him/her from the scene..."

Review of the personnel file for CNA #1 revealed
CNA #1 was employed by the facility on February
22,2010. Continued review of the personnel file
and of the facility's inservice training records for
orientation of CNA #1 revealed CNA #1 had not
been trained on abuse during orientation.

Review of the personnel file and abuse training
records for CNA #1 and interview, in the
classroom on July 20, 2010, at 12:00 p.m., with
the Assistant Director of Nursing/Staff Education
confirmed CNA #1 had not been trained on the
facility's abuse policies and procedures since
being employed by the facility on February 22,
2010.

Review of abuse training records on July 20,
2010, at 12:20 p.m., in the classroom, with the
Administrator, confirmed CNA #1 had not been
trained on the facility's abuse policies and
procedures since being employed by the facility.

Review of the personnel file for CNA #2 revealed
CNA #2 was employed by the facility on July 20,
2009. Continued review of the personnel file and
of the facility's inservice training records for
orientation of CNA #2 revealed CNA #2 had not
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been trained on abuse during orientation.

Review of the personnel file and abuse training
records for CNA #2 and interview, in the
classroom on July 20, 2010, at 12:00 p.m., with
the Assistant Director of Nursing/Staff Education
confirmed CNA #2 had not been trained on the
facility's abuse policies and procedures since
being employed by the facility on July 20, 2009.

Review of abuse training records on July 20,
2010, at 12:20 p.m., in the classroom, with the
Administrator, confirmed no documentation CNA
#2 had been trained on the facility's abuse
policies and procedures since being employed by
the facility on July 20, 2009.

Interview on July 20, 2010, at 12:45 p.m., in the
classroom, with the Administrator confirmed
resident #1 displayed aggressive behavior

and confirmed the residents were not separated
until 3:30 a.m.

Telephone interview on July 20, 2010, at 2:45
p.m., with CNA #1 revealed CNA #1 "never saw
(resident #1) hit or lay a hand on (resident #2)"
and resident #1 "did not tell me (resident #1) hit
(resident #2)." Continued interview with CNA #1
confirmed CNA #1 observed resident #1 standing
over resident #2 at 3:00 a.m., on April 8, 2010,
with a "sippy cup" in the hand. Continued
interview with CNA #1 confirmed resident #1 was
not removed from the room until 3:30 a.m., and
was returned to the room at 4:15 a.m. Continued
interview with CNA #1 confirmed resident #1 was
observed again, after 4:15 a.m., standing over
resident #2 holding an Ensure can, and resident
#1 was removed from the room again until "about

towards resident #2 at 3:00 a.m., on April 8, 2010,
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6:00 a.m." Continued interview with CNA #1
confirmed CNA #1 had not been trained on abuse
since employed by the facility.
C/O #25577
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